Young people attempting to access mental health services in the United Kingdom often find traditional models of care outdated, rigid, inaccessible and unappealing. Policy recommendations, research and service user opinion suggest that reform is needed to reflect the changing needs of young people. There is significant motivation in the United Kingdom to transform mental health services for young people, and this paper aims to describe the rationale, development and implementation of a novel youth mental health service in the United Kingdom, the Norfolk Youth Service. The Norfolk Youth Service model is described as a service model case study. The service rationale, national and local drivers, principles, aims, model, research priorities and future directions are reported. The Norfolk Youth Service is an innovative example of mental health transformation in the United Kingdom, comprising a pragmatic, assertive and "youth-friendly" service for young people aged 14 to 25 that transcends traditional service boundaries. The service was developed in collaboration with young people and partnership agencies and is based on an engaging and inclusive ethos. The service is a social-recovery oriented, evidence-based and aims to satisfy recent policy guidance. The redesign and transformation of youth mental health services in the United Kingdom is long overdue. The Norfolk Youth Service represents an example of reform that aims to meet the developmental and transitional needs of young people at the same time as remaining youth-oriented. Council (NAC), 2011), and since most severe and enduring mental illnesses emerge before the age of 25 (Kessler et al., 2005; Kim-Cohen et al., 2003) , there are strong economic and social justifications for targeting emerging mental health difficulties through appropriately designed services (Knapp et al., 2016) . Recent evidence suggests that although rates of transition to psychosis from At Risk Mental States (ARMS) are relatively low, outcomes are poor and often associated with complex clinical and social comorbidity (French & Morrison, 2004) . In addition, traditional services available to young people with severe and complex mental health conditions are often rigid and outdated (British Youth Council, Youth Select Committee, 2015) , underfunded (Department of Health, 2015) , inaccessible and unappealing to those needing to access them (National Advisory Council (NAC), 2011). Furthermore, the transition between Child & Adolescent Mental Health Services (CAMHS) and Adult Mental Health Services (AMHS) with predefined acceptance criteria can create systemic barriers that are often negatively experienced and are developmentally or socially inappropriate (Murcott, 2014; Singh, 2009; Singh et al., 2010) . Therefore, the UK government and Department of Health (DoH) have called for novel improvements in mental health care (Mental Health Task Force, 2016) and declared an urgent need for change (Department of Health, 2015) .
In collaboration with local young people, and building on the pioneering work of ORYGEN (National Centre of Excellence in Youth Mental Health, Australia), our team of local academics, clinicians, service users, third-sector organizations and National Health Service (NHS) managers set out to redesign mental health services for young people. It was apparent that a new philosophy across the whole system was necessary, requiring scrutiny and improvement of existing clinical systems.
In order to initiate this change, we worked closely with the National Institute for Health Research (NIHR) East of England Collaborations for Leadership in Applied Health Research (CLAHRC) programme to conduct a systematic review of young people's views of UK mental health services (Plaistow et al., 2014) and investigate local provision in Norfolk. This propelled a vision for a new service structure that was created in partnership with a panel of young people with lived experience of using services (the Norfolk Youth Council). The rationale, vision and service structure are further described below.
| BACKGROUND

| National context
National surveys, policy recommendations and studies repeatedly call for changes to the way mental health services are delivered to young people with mental health difficulties (Department of Health, 2015; McGorry, Bates, & Birchwood, 2013; Mental Health Foundation, 2014; Young Minds, 2014) . This need is also a priority on the UK , 2014) . Additionally, a systematic review of young people's requirements from mental health services (Plaistow et al., 2014) suggested that the premise on which many CAMHS and AMHS were commissioned does not match with how young people conceptualized their distress nor were they delivered in a manner seen as appealing or relevant.
Traditionally, CAMHS and AMHS services are commissioned separately in the United Kingdom, resulting in a transition between services at 18 years (or 16) for young people. CAMHS and AMHS services have different ways of working with young people and criteria for whom they work with. A recent study looking at young people making this transition found that, for the majority, it was poorly planned and experienced (Singh et al., 2010) . It has also been argued that emerging adulthood is a prolonged and unstable developmental stage, not best represented by rigid age thresholds that transfer young people from CAMHS to AMHS (McGorry et al., 2013) . Recommendations have been made to redefine service structures for young people, catering for those up to the age of 25 in order to better represent societal changes in the developmental transition from childhood to adulthood (Department of Health, 2015) . Furthermore, the need for youth services to be preventative in nature, with a goal to reduce the need for transition into adult services, is emphasized.
This drive for reform from national policy recommendation and literature, as discussed above, is also reflected within the NHSfunded Children and Young People's Improving Access to Psychological Therapies (CYP-IAPT) programme. CYP-IAPT reflects a service transformation initiative that supports services to satisfy national policy, provide evidence-based interventions, adheres to nationally agreed outcome frameworks and maximizes partnership work (www.
england.nhs.uk/mentalhealth/cyp). Such ambition reflects a significant change in the way children and young people's mental health services have traditionally been delivered.
| Local context
The Norfolk youth mental health team was developed not only as a response to national policy and research recommendations to rethink ice, worked in a pragmatic manner, using an intensive outreach and partnership model with identified young people. This included engaging young people through offering joint appointments with partner agencies in a flexible and timely manner. Significant changes were observed after 12 months for social and symptomatic outcomes, including improvements in psychotic symptomatology and comorbid anxiety and depression . Following the implementation of this model, the team was cited as an example of good practice for improving the accessibility of mental health services for young people (Social Care Institute of Excellence (SCIE), 2011), forming the basis of a youth service model.
Relevant local historic CAMHS and AMHS service data were interrogated with support from the NIHR CLAHRC. This involved examining rates of referral and comparing them with contact rates (using contacts as a proxy for intervention). This revealed a discrepancy between need for and access to and/or engagement with secondary services. Referrals peaked at 18 years, whereas contact rates almost halved between 17 and 18 years (see Figure 1) . This implied that, although demand remained high, young people were not successfully engaging at a time of clear perceived need and further implied that such a "cliff edge" needed addressing through a modified service model. and timely medication reviews. DBT skills, training and supervision were specifically added during the course of the pilot due to the nature and complexity of the clinical presentations, for example, emotional dysregulation and self-harm. The team also explicitly focused on working alongside local partner agencies already supporting young people, which included mental health services, voluntary sector agencies, education, housing and social care teams. The pilot ensured that young people had timely access to support by actively trying to transcend the traditional complex care system, systematic barriers and commissioning constraints. This was achieved in part by allowing direct referrals, offering consultation and signposting.
Working closely alongside third-sector agencies, which demonstrate excellent principles of non-stigmatizing engagement, positively influenced the new service model. As a result, the pilot service adopted a philosophy of diagnostic uncertainty rather than labelling service users through a lens of mental illness, at the same time explicitly addressing specific psychological and social needs with good effect . Data from the young people engaged with this service demonstrated that they were presenting with a multitude of complex problems, including health, social, financial and occupational difficulties. Many presented with psychotic-like experiences (Hodgekins et al., 2015) in addition to having other significant psycho-pathology (depression and social anxiety) and, frequently, a significant history of trauma . Additionally, it was observed that young people did not always access mental health services in a timely manner, often leading to long and multiple helpseeking pathways (Hodgekins et al., 2016) .
Following positive initial outcomes in service engagement, global and social functioning ), the pilot model was used as the basis for developing a service for a broader range of young people requiring mental health input rather than just for those with the most complex presentations, leading to the design of the Norfolk Youth Service.
| SERVICE DESIGN
Informed by the above, and in close collaboration with local young people and third-sector agencies, we designed a vision for secondary mental health services with a focus on how best to engage young people. This included the adoption of core principles that we monitor ourselves against and that complement EIP guidelines (Bertolote & McGorry, 2005) Mental Health Declaration (Coughlan et al., 2013 ; International Association for Youth Mental Health, 2013). These include:
• Being youth-orientated and non-stigmatizing to ensure positive early engagement.
• An assertive outreach and pragmatic approach.
• Working with diagnostic uncertainty.
• Being recovery-focused to minimize functional/social disability.
• Promoting self-management and self-directed treatment.
• Offering risk management with a service user-involved approach.
• Aiming to reduce inpatient admissions.
• Optimizing partnership with other support agencies and working with systems, for example, families.
• Using evidence-based interventions and seeking to develop this evidence base.
• Incorporating and embedding monitoring, evaluation and research into everyday practice.
The service aims to be different in vision and culture from traditional mental health services, maintaining an ethos of "youth" and family focus whilst prioritizing functional and social improvement, rather than only diagnosis, pathology or symptom reduction.
The interventions offered by the service include a combination of CBT, assertive case management, medication management, DBT, systemic therapy and family work, occupational therapy, support work, group work and consultation. Peer support workers are also we will provide feedback to the taskforce with the hope that aspects of our service implementation can be translated to the wider mental health-care system.
| SUMMARY AND CONCLUSIONS
A systematic redesign of mental health services for young people is long overdue. Calls from organizations across varied domains, together with growing dissatisfaction from users of and referrers to, current services suggest the need for a new approach for child, family and young people's mental health services. By intervening early in a comprehensive and youth-orientated manner for individuals with a range of mental health difficulties and those at risk of long-term problems, it is likely that enormous benefits can be gained both for individuals (Department of Health, 2015) and society (Knapp et al., 2016) . The Norfolk Youth Service has been designed to do this, having been developed alongside young people and stakeholders, and is different to traditional CAMHS and AMHS. The aim is to achieve such significant service transformation in an evidence-informed way by working together across the wider system, being youth-focused, engaging and offering evidence-based interventions to improve social and psychological outcomes. It is therefore hoped that the developments already set in motion can continue to be fully embedded in line with young people's wishes.
| REFLECTIONS
Upon reflection, the model developed has increased awareness and accessibility for young people to mental health services. Young people have been consulted and listened to, meaning the service delivery model feels genuine. As a result of improving access, the service must constantly review service demand, capacity and patient flow. At times, this has resulted in high-volume referrals, waitlists and overwhelming caseloads, meaning that maintaining our principles consistently has been a challenge. However, in conjunction with young people, expanded clinical pathways that fit with our ethos have been developed to optimize flow through the system. Additionally, the challenges of commissioning and culture change across the system for a service model such as this has at times been difficult.
Despite this, developing such a model has maximized integrated working between teams and improved access for young people through joint working across tiers and agencies. We have developed a learning environment that draws from CAMHS and AMHS and reflect regularly to continue to evolve our services to meet the needs of young people.
